Abstract This symposium of the Journal of Bioethical Inquiry illustrates structural competency: how clinical practitioners can intervene on social and institutional determinants of health. It will require training clinicians to see and act on structural barriers to health, to adapt imaginative structural approaches from fields outside of medicine, and to collaborate with disciplines and institutions outside of medicine. Case studies of effective work on all of these levels are presented in this volume. The contributors exemplify structural competency from many angles, from the implications of epigenetics for environmental intervention in personalized medicine to the ways clinicians can act on fundamental causes of disease, address abuses of power in clinical training, racially desegregate cities to reduce health disparities, address the systemic causes of torture by police, and implement harm-reduction programs for addiction in the face of punitive drug laws. Together, these contributors demonstrate the unique roles that clinicians can play in breaking systemic barriers to health and the benefit to the U.S. healthcare system of adopting innovations from outside of the United States and outside of clinical medicine.
The U.S. healthcare system is in crisis. The United States spends more on healthcare per capita than any country in the world (Kane 2012 ) but ranks below most other industrialized countries in measures of health outcomes, with marked inequalities in health and healthcare by socioeconomic status, ethnicity, and race (Institute of Medicine and National Research Council 2013) . McCord and Freeman's seminal 1990 contention that black men in Harlem are less likely to reach the age of 65 than men in Bangladesh (McCord and Freeman 1990, 176) captures a reality that remains true in the present day. Meanwhile, U.S. whites with less than a high school education now demonstrate a three to five year decline in life expectancy, the first decline in many generations (Case and Deaton 2015; Olshansky et al. 2012) . These discrepancies suggest the need for largescale intervention-yet the United States lags behind other industrialized nations in treating the pathologies of social systems that are major drivers of health outcomes (Foege 2010; Woolf and Braveman 2011) .
Although a number of national initiatives address the U.S. healthcare crisis, they focus primarily on individual patients and providers, rather than on the social and institutional structures determining population-level outcomes. For instance, the U.S. Patient Protection and Affordable Care Act (ACA) primarily seeks to contain growth in healthcare spending and secondarily improves health outcomes through expanded coverage. While the ACA emphasizes reducing the number of uninsured citizens, it remains unclear how the healthcare system will otherwise intervene in social and institutional determinants of health (Hardcastle et al. 2011) . Meanwhile, a majority of surveyed U.S. physicians express frustration that they do not have the tools to address the social causes of disease (Harris Interactive 2011). Coincidentally, increasing numbers of U.S. physicians link structural factors such as restrictive insurance policies, lack of time with patients, and unsatisfying relationships with communities (Pathman et al. 2002; Spickard, Gabbe, and Christensen 2002) with feelings of professional burnout (Krupka 2012; Dyrbye and Tait 2011) and plans to leave clinical practice (Doulgeris 2012; Maki 2012; Landon et al. 2006) .
The symposium in this issue of the Journal of Bioethical Inquiry, framed around the rubric of Bstructural competency^ (Metzl and Hansen 2014) , convenes leading scholars and opinion-makers from global health and the social sciences of health to address the crisis of U.S. healthcare in social and structural terms. Key to our intervention is critical engagement with the ways that current medical paradigms often place responsibility for health-related choices and behaviour on individuals. Increasingly, we hear that low-income African Americans are unable to follow doctors' nutritional advice, not because they harbour cultural mistrust of the medical establishment but because they live in food deserts with no access to grocery stores (Metzl and Roberts 2014) . Or, that Central American immigrants who are at risk for Type 2 diabetes refuse to exercise, not because of cultural preferences but because their neighbourhoods have no gyms or sidewalks or parks. These and other examples suggest that we need a paradigm shift in medical practice: to attend to institutional pathologies that lead to clinical pathologies.
The diverse and divergent authors in this issue commonly hold that the key to treating social and institutional morbidities lies, to a large extent, in international examples of structural health promotion that the U.S. medical education system cannot afford to ignore. So too, it lies in the insights and nascent interventions of social science scholars. For the lessons of these global health and social science approaches to have an impact, however, they must be framed as clinical interventions. That is because in the United States, the financial, social, and symbolic capital in the health field is disproportionately held by physicians and other clinical practitioners, rather than by those trained in public health.
Indeed, global demonstrations of collaborations among medical practitioners, policymakers, and community members to treat social and structural determinants of health can inform the U.S. healthcare crisis. They range from the implementation of universal HIV prevention and treatment programs in Brazil, which reduced HIV mortality by 50 per cent and hospitalizations by 70 to 80 per cent over a seven-year period (Berkman et al. 2005) , to community-and family-based psychosocial rehabilitation programs that significantly improved symptoms and functioning among people with schizophrenia in rural India (Chatterjee et al. 2003) , to the assignment of a family doctor to every 1,000 Cubans, who receive annual home visits, nearly universal vaccinations, prenatal care, blood pressure checks and who enjoy a higher life expectancy and lower infant mortality rate than the United States (Campion and Morrissey 2013; Keck and Reed 2012) . The key to adapting these approaches from global health to the structurally imbedded U.S. health crisis will be their adoption by medical practitioners, who have the symbolic, social, and knowledge-based capital to implement them.
Structural competency directs clinical training and healthcare systems to intervene at the level of social structures, institutions, and policies that must be altered to improve population health and promote health equity. Building upon a growing number of publications and interventions (Metzl 2010; Tsevat et al. 2015) , structural competency is now a movement of U.S. clinical professionals, social medicine researchers, and health activists (see structuralcompetency.org), a movement that through national conferences and webinars has examined how a structural competency approach can put the best of social medicine scholarship into clinical practice.
We have identified a need, however, to move from theory to an appraisal of core interventions that operationalize the goals of structural competency. Drawing on global and U.S.-based examples of structural interventions in illness, health, and health equity, written by clinical practitioners, social scientists, and policy makers, the essays in this special issue address one or more of the following questions:
1. How can clinical eyes be trained to see social structures? 2. What competencies and interdisciplinary sensibilities are required in order to act on those structures? 3. Which imaginative structural approaches to promoting health equity might U.S. health practitioners adapt from global health and might all health practitioners adapt from fields outside of medicine? 4. Which alliances with parties outside of medicine (e.g., urban planning, schools, corrections) and outside of the United States are needed in order to impart structural change?
In answering these questions, this symposium also addresses a core problem of Bcultural competencyt raining, one of the only ways that U.S. clinical education examines health inequalities in terms of race/ ethnicity and socioeconomic status. BCulture^in this setting often refers to patients' beliefs, doctor-patient communication, and culture as a static, causal variable in individual outcomes, rather than on the social and structural causes of population differences in health (Kleinman and Benson 2006; Carpenter-Song, Nordquest Shwallie, and Longhofer 2007) . However, the shift proposed here, from a focus solely on individuals to one that also encompasses institutions and populations, will require translation to bridge the gap between the literature documenting social determinants of health and the strategies that medical practitioners and clinical institutions might use to alter those determinants. It also will require translation of international models of structural health intervention into the U.S. context. Given the relative paucity of expertise on structural and social determinants of health in U.S. medical schools and healthcare organizations, developing structural strategies will require intellectual resources from healthcare systems outside of the United States and from fields outside of clinical medicine, including the social sciences and population health.
The contributors to this symposium illuminate multiple levels on which clinicians can take structural action: (1) in their interactions with patients in clinics, as they incorporate into their practice insights from the medical humanities and social sciences as well as emerging biosocial life science paradigms; (2) as collaborators with community organizations and non-health sector agencies, including urban planning, to create healthpromoting neighbourhoods and social environments; and (3) as advocates for health-promoting public policies at local, national, and international levels, drawing on their influence as Bhealth experts^to make the health impact of policies visible and actionable.
The first two papers in this issue re-orient the conceptual underpinnings of clinical practice from individuals to social structures. Adam Reich, Helena Hansen, and Bruce Link (Reich, Hansen, and Link 2016) open the discussion with a contribution of medical sociology to structural competency-the idea of Bfundamental interventions^to address the fundamental causes (Link and Phelan 1995) of health disparities in the form of social inequalities. Their paper bridges the established population health literature to clinical practice and ends with examples from medical training and practice that target social determinants of health. Sociologist and geneticist Dalton Conley and leading epigenetics researcher Dolores Malaspina (Conley and Malaspina 2016) follow with a conceptual contribution from epigenetics to Bpersonalized medicine,^based on the mutual constitution of biology and environment as mechanisms underlying ethnic-, racial-, and class-based inequalities in health. They explain the ways that socialenvironmental exposures drive genetic expression and have heritable effects, arguing that personalized medicine, if it is to incorporate newer life science paradigms of heritability, will have to address the social environments of patients, not only individual genetic traits.
The second set of papers argues for a retooling of clinical institutions as structures in themselves, structures that can exacerbate social inequalities or, alternately, can lead the way to social change. Pioneering medical educator Nancy Angoff and co-authors Laura Duncan, Nichole Roxas, and Helena Hansen (Angoff et al. 2016) describe the development and impact of BPower Day,^a series of curricular innovations that call attention to race-, class-, and gender-inflected abuses of power within medical training and that reward responsible uses of power by medical faculty and residents. Renowned social psychiatrist Mindy Fullilove and award-winning urban planner Michel Cantal-Dupart (Fullilove and Cantal-Dupart 2016) describe their work to redesign cities for social integration and enhanced public space as health interventions. Their approach, transported to the United States from a model developed in France, is one in which hospitals and clinics can become part of the solution to persistent race and class segregation in U.S. cities, segregation that drives health inequalities in a country where public health researchers often point out that postal code is more predictive of health status than genetic code.
The last two papers illustrate how clinicians can change non-healthcare institutions and policies to promote health. Political scientist Danielle Celermajer and psychologist Jack Saul (Celermajer and Saul 2016) document their intervention to address collective trauma and moral injury among members of Nepalese police forces that have tortured inmates. They illustrate that political violence must be addressed systemically, because individual perpetrators are institutionally compelled to participate. Given the pervasive mental health impact of political violence and trauma on perpetrators as well as recipients, reversing professional incentives and institutional pressures in order to discourage violence is a form of structural competency. Finally, an international group of leaders in the global movement for harm reduction in drug policy (Drucker, Anderson, Haemmig, Heimer, Small, Walley, Wood, and van Beek 2016) conclude this symposium with their account of the role of physicians and other clinicians in creating harm-reduction models, as well as in documenting their effectiveness and advocating for national and international policies to decriminalize narcotic addiction and institute public health interventions in their stead. Their examples provide a guiding light to other practitioners whose clinical and scientific expertise, as well as moral authority as health professionals, is needed in order to promote public health approaches to stigmatized and criminalized health conditions. Together, these contributors paint a portrait of resurgent social medicine that is informed by global examples but will take shape locally in diverse forms, tailored to the multiple ways that social structures shape health outcomes. This re-articulation of social medicine-structural competency-relies on the inventiveness, adaptability, and commitment of a new cohort of clinicians, clinicians who actively redefine health and medicine, conscious of their own role in building the new structures that are needed to reduce inequalities in health.
